O Initial O Unannounced Full/Partial O Follow-up O Location Change %vcstigation O Other

SUPPLEMENTAL REPORT OF INSPECTION
Name of Program/Provider: YM (A4 Meviden CCC Date: 9/ 1Le)2) Time: 11120,
Location Address: [f(¢ (o, (S Meyvidewnn Telephone#: 203 235 106 le
e-mail address: Mclipds quial € @ ey den Z/Mca License # [lo4] (2  Expiration Date: N)%0) 2

(
Capacity: | 5 ' # of Children Present: 54 # of Staff Present: o

Consent to Inspect I agree to allow the Office of Early Childhood to have access to and inspect this facility and all
Family Child Care Home  child care records as required by Family Child Care Home Regulations.
Provider/Applicant/Substitute’s Signature T

Purpose of visit: Jélf— Y2 eV Care 2| -1e05

Observations/Corrections needed:
Q‘H" 99- Zal 0)- Adrinishahrou - Emuwl:;/-, thoe bttt patfety  and

develeymiend of  cnildren - Duving wal ks ok Jevevn] Saft and
Chyldien were olafervtd Wik, e mMalks oy pMaIKS  fuifle A fe b/
Hazi tnin .

@44- 79- %4 (b)(3)(A) - Adrsaishatr i, = Mam:/;;'y\,/, child
behavion) nNa edence ts vbutan batc Hoat b FF grrbbed a
chuld 45 dform of disceline.

S = Substantiated NS = Not Substantiated P = Pending (il applicable)

Operators/providers are required by regulations and statutes Signatureﬁ%ﬂ
to be in compliance at all times. (OEC Representative)

Latren Hull

CORRECTIVE PLAN SHALL BE RETURNED TO Signature: A Qﬂwz jZif &z Z%
OEC BY: Z ,J Do / Z. (Person in Charge)

Samanthy Gams/ey




